Study objective-To determine the extent of the inequalities in self reported health between socioeconomic groups and its changes over time in the Basque Country (Spain). Design-Cross sectional data on the association between occupation, education and income and three health indicators was obtained from the Basque Health Surveys of 1986 and 1992. Representative population samples were analysed. In 1986 the number of respondents was 24 657 and in 1992, 13 277. Setting-Basque Country, Spain. Main outcome measures-The eVect of socioeconomic position on health and the magnitude of social inequalities in health were quantified using the odds ratios based on logistic regression analysis, and the Relative Index of Inequality. Results-As was expected, social inequalities in self reported health existed in both surveys, but the social gradient was greater in 1992. Social diVerences varied according to gender and health indicator. According to education an increase in social inequalities was observed consistently in all the health indicators except long term conditions in women. A consistent increase in inequalities in limiting longstanding illness was also observed according to all socioeconomic indicators. Conclusions-These results agree to a large extent with those of previous studies in other countries. In this context the unequal distribution of material circumstances and working conditions between socioeconomic groups seem to play a major part in health inequalities. The worsening of the labour market during this period and the onset of a new economic recession may explain the increase in social inequalities over time. (J Epidemiol Community Health 2000;54:437-443) 
The existence of inequalities in health between socioeconomic groups has been largely reported. [1] [2] [3] [4] [5] [6] Studies of this issue are infrequent in Southern Europe, partly because of the scarcity of health statistics including socioeconomic variables. 7 Particularly, in Spain the quality of socioeconomic data in the register of mortality has been questioned, 8 and information on inequalities in health has been made available just recently. [9] [10] [11] Traditionally, most attention has been given to inequalities in mortality. However, it can be argued that, when absolute rates of premature mortality are low, lifelong experience of health and illness diVerentiate more clearly between those who are more or less fortunate. 12 The interest in a person's assessment of his own health status has been rising, both because it might be a useful measure to assess the overall health of a community, and because of the current concern with behavioural and psychosocial factors in the incidence, prognosis and mortality of chronic diseases. 13 Moreover, health services now are increasingly concerned with non-life threatening conditions; so even though mortality data are more available, the analysis of self perceived health is relevant to the provision of health services.
Reducing social inequalities in health is a major goal expressed in the health policies of most European countries. 14 15 Nevertheless, no eVective policies have been carried out, and in some European countries social diVerences in health have even increased. 4-6 16 17 Unfortunately, only very few studies centred their attention on trends in social inequalities in morbidity, 6 18-23 and only one focused its attention on Southern European countries. 22 In fact, there is a great need for studies of trends in social inequalities with both mortality and morbidity data in these countries. The interest in monitoring trends is even greater when costs containment is on the agenda of health services planners throughout Europe, and important social structural changes have been taken place in the Basque Country.
The Basque Country (North of Spain) is currently considered to be a declining industrial region. During the period 1986-1991, coinciding with entry into the European Common Market, there was sharp increase in the economy, larger than the one observed in Spain or in Europe. The absolute number of employed people rose continuously, and government welfare expenditures contributed to the redistribution of income. Despite the decrease in the number of students, education expenditure rose from 4.39% of the gross domestic product in 1982 to 5.73% in 1993, and this increase being especially important at a university level 24 (the number of university students rose from 46 446 in 1986 to 75 521 in 1992). 25 In 1992-1994 a new recession cycle took place, and unemployment rose from 17% in 1991 to 20% in 1992.
According to the Basque Statistical OYce, 25 important changes in the sociodemographic characteristics of the population were observed during the study period. There was a reduction in the number of inhabitants (2 136 100 to 2 104 041), the population was older, educational qualifications increased, and the birth rate decreased (9.4 to 7.7 per 1000 inhabitants). Life expectancy in men (72.4 to 72.8 years) and in women (79.7 to 81.5 years) rose, while the infant mortality rate was reduced (10.1 to 6.7 per 1000 live births). These demographic and social structural changes would have had an eVect on social inequalities in health. This study was carried out to measure the magnitude and the changes in social inequalities in self reported health in the Basque Country for the period 1986-1992.
Methods

DATA
The data were obtained from the Health Surveys of the Basque Country, carried out in 1986 and 1992 by the Department of Health of the Basque Government. Both surveys were cross sectional, based on large random samples of private households, covering the noninstitutionalised population of the Basque Country. Information was collected in face to face interviews, using a questionnaire designed to compile data from all members of the household, and proxy respondents (caregivers and spouses) were admitted. Data on morbidity, disability, and the use of health services were gathered.
The surveys presented some diVerences with regard to sample size and sample design. In 1986, 7200 households were selected by stratified random sampling, including 24 657 people. In 1992, 500 census sections from 2000 were selected by stratified random sampling. At the second stage, eight households were drawn from each section, and 13 280 people living in 4000 household were interviewed. The periods of fieldwork were also diVerent. In 1986 the survey was carried out over a 12 month period, while the data for 1992 were collected from September to December. The response rates were 75% and 86% respectively.
VARIABLES
The socioeconomic position was measured by means of the current or past occupation of the head of the household, the income and the education. The occupational class of the head of the household was used because the participation of women in paid employment was very small, and because it has been argued that it is a better measure of the socioeconomic position than the occupation of women themselves. 26 27 An ordinal scale of five groups was constructed with occupation. There were diVerences between the questions used in the two surveys. In 1986, the data on occupation were collected through a single open question. In 1992, three questions were used: the relation with the means of production (employer, employee), rank or category on a position scale, and activity sector (agriculture, industry, and services). Group I included professional and higher administrative occupations and employers (excluding agriculture), group II managerial and technical occupation, group III non-manual skilled, group IV manual skilled and partially skilled, and group V unskilled occupations. Education attainment, the highest examination passed by people aged more than 15 years, was classified in three categories. Higher is the equivalent of a university degree or an average of 13 years or more of education. Secondary requires an average of 9-12 years, and Basic equals less than 9 years. Household income was classified in four groups corresponding to the four quartiles in each survey. The nonresponse rate to this question was 19% in 1986 and 17% in 1992.
Three self reported health measures were analysed: restricted activity, limiting longstanding illness and chronic conditions. Restricted activity refers to a relatively short-term reduction in a person's activities below their normal capacity during the two weeks preceding the survey. Data from the last quarter of 1986 were selected to avoid seasonal variability between surveys in this indicator. Limiting longstanding illness consists of a long term reduction in a person's capacity to perform the kind or amount of activities associated with their age group. Several questions were asked according to the age of the respondent, following the structure of the US National Health Interview Survey. 28 Because of diVerences between the surveys in questions relating to limiting longstanding illness for people aged above 65 years, only data on those aged fewer than 65 were analysed. The presence of a chronic condition was limited to mentioning one or more of those chronic conditions: cancer, respiratory diseases, heart diseases, diabetes, and musculoskeletal diseases. Health indicators were standardised by age for each socioeconomic position, using the direct method (five year age band) and the Basque population in 1991 as the reference. The association between ill health and the socioeconomic group was assessed using logistic regression analysis of non-aggregated data. We estimated a separate model for each gender, and the socioeconomic group was included as a nominal variable. The eVect of the socioeconomic group on health indicators was calculated by the age adjusted odds ratio (OR), group I being the reference. To obtain a precise measure of the changes in social inequalities between 1986 and 1992, a logistic model was fitted for each gender combining both surveys. The models included age (nominal variable, five age groups), socioeconomic group and the year of the survey as explanatory variables. The change in the magnitude of the inequalities between 1986 and 1992 was estimated by including an interaction term of the socioeconomic group and the variable, which identify the year of the survey in the model. This OR expressed the relative change in health diVerences between each socioeconomic group and group I from 1986 to 1992. The statistical significance of the interaction terms in the models is given in tables 2-4. To summarise and compare the total impact of social inequalities over time, an inequality summary measure was obtained: the Relative Index of Inequality. 21 This measure takes into account the population distribution across socioeconomic groups. An assumption underlying the use of this index is the linearity of the rates across socioeconomic position. For the calculation of this index, socioeconomic status was quantified as the relative position of each subject in the socioecomomic hierarchy. 21 This continuous measure was related to health indicators by means of logistic regression analysis. The age adjusted OR estimated the relative risk of ill health for those at the bottom of social scale compared with those at the top. The change in the Relative Index of Inequality was estimated by including an interaction term of the relative position and the variable, which identify the year of the survey in the model.
Results
In 1992, the study subjects were older and with a higher level of education than in 1986. However, the educational qualifications of those aged more than 45 years were very similar. The sizes of occupational groups were diVerent, and very small changes were found with respect to employment status between both surveys. Women had lower education and income levels and a higher unemployment rate than men in both surveys. Women also showed the highest increase in the level of education between surveys (table 1) .
Health status worsened as age increased and women had worse health than men did. The health indicators presented diVerences in the overall prevalence between surveys. Restricted activity decreased from 1986 to 1992 (7.5% to 6%) and limiting longstanding illness and chronic conditions increased. Table 2 shows the restricted activity indicator results. In 1986, social diVerences could be seen in men according to the three socioeconomic indicators, income showing the clearest social gradient. In 1992, in men, a clear social gradient was observed with occupation and education. In 1986, social diVerences in women were observed according to income, while in 1992, social diVerences were clear with respect to the three indicators. The results of logistic regression suggested an increase of the education eVect on health in men and of both the education and occupation eVects in women. The relative index of inequality increased in men according to education by 135% (95% CI: 3, 430).
Limiting longstanding illness had the clearest social gradient for both gender and in both surveys, and showed the greatest gender diVerences between surveys (table 3). According to logistic regression results, limiting longstanding illness showed the greatest increase over time in the eVect of the three socioeconomic indicators on health in both genders. The relative index of inequalities rose in men and women with respect to all the socioeconomic indicators, the largest increase being according to education by 103% (95% CI: 3, 303) and by 117% (95% CI:−15, 463) in men and women respectively.
In 1986, men from the lower socioeconomic group showed higher prevalence in chronic conditions, and in women a clear monotonic social gradient of the age adjusted proportions was observed (table 4) . Social diVerences were greater in women than in men according to occupation, but smaller according to education and income. The logistic regression results suggested an increase of the eVect of education on health in men and of the eVect of income in women. The relative index of inequalities increased in men according to education (44%; 95% CI:−6,120). In women an slight increase was observed according to income (23%; 95% CI:−14,75 ).
Discussion
Social inequalities in self reported health existed in both surveys, and varied according to socioeconomic indicator, and gender. The steepest social gradient was observed when *Age adjusted proportions, using the direct method and the Basque population in 1991 as the reference. †Odds ratio adjusted by age using logistic regression models. ‡p Value for statistical significance of interaction between socioeconomic indicator and survey year.
KEY POINTS
x Social inequalities in self reported health in the Basque Country were greater in 1992 than in 1986. x The magnitude of diVerences in self reported health varied according to gender and socioeconomic indicator. x Social inequalities seem to be related mainly to both material circumstances and working conditions. x The worsening of the labour market and the onset of a new economic recession may explain the increase in social inequalities over time.
health status was measured in terms of limiting longstanding illness and social position by education for both men and women. According to education an increase in social inequalities was observed consistently in all the health indicators except chronic conditions in women. A consistent increase in inequalities in limiting longstanding illness was also observed according to all socioeconomic indicators. The indicator of restricted activity showed a diVerent trend over time to chronic conditions or limiting longstanding illness indicators. Changes in the labour market during this period, leading to more flexible employment, may have increased the financial pressures to continue one's daily activities in illness, and as a consequence, a reduction in the restricted activity rate. The increase in the overall prevalence of limiting longstanding illness and chronic conditions might be explained by the rise in social inequalities.
Both the eVect of education on health and the total impact of social inequalities on the health status of the general population increased over time. Thus, the reduction of education diVerences in the general population during the study period did not compensate the larger eVect of education on health.
Comparisons in time require considering the impact of the diVerences between surveys on the results. The non-response rate was satisfactory in 1986 but larger than in 1992. Evidence shows that the non-response is higher in lower socioeconomic groups, and is positively associated with current health status, but not consistently with the presence of chronic conditions or disabilities. 29 Were non-response to lead to an underestimation of health inequalities, this bias would be larger in the restricted activity results, where changes in inequalities were less evident. Moreover, the increase in inequalities was not limited to lower groups, as it would be expected if the non-response were larger in those groups. As a consequence, the potential eVect of the nonresponse on inequality estimates would be only modest.
Another important issue relates to diVerences between surveys in the socioeconomic indicators. A diVerent question was used for occupation and the non-response rate for income was slightly greater in 1986. However, a consistent increase was observed with education, which had both the same question and non-response rate in the two surveys.
Likewise, a major problem in estimating the increase in inequalities might arise if there were diVerences over time in the propensity of reporting health problems among people from lower socioeconomic groups. There is the possibility of a diVerential reporting over time. However, three health indicators reflecting different dimensions of health were analysed, and the increase in social inequalities was consistently found for each health indicator.
There is large evidence of social inequalities in self reported health according to the three socioeconomic indicators. Even if smaller inequalities in women than in men have been frequently observed, 6 12 26 30-33 the reversed pattern has also been found in some countries. [30] [31] [32] [33] The magnitude of the social differences varies according to health indicators: various studies did not show social diVerences in restricted activity 31 32 34 and a distinct pattern between men and women in this indicator was also noticed in other countries. 32 36 37 Moreover, in several studies larger social inequalities had been found according to limiting longstanding illness. 18 31 32 35 Studies of trends in social inequalities in morbidity are sparse and mostly refer to Northern Europe. 6 7 18-23 These investigations have used self reported health from health surveys to assess trends in inequalities in health, though the results obtained are not concordant. In Finland, an analysis of economically active people showed a drop in social inequalities in limited longstanding illness from 1964 to 1987. 19 Moreover, from 1986 to 1994 and coinciding with an adverse economic recession, diVerences in limiting longstanding illness had been levelled oV by education among Finnish adult population. 23 In Great Britain, an increase in health inequality between social groups was observed with General Household data from 1970 to 1984. 20 In the Netherlands, a slight increase in social inequalities in self perceived health was observed from 1983 to 1991. 21 In Barcelona (Spain), from 1983 to 1992 diVerent results were obtained according to the indicator: a decrease was observed in inequalities in self perceived health and restricted activity, but an increase in inequalities in chronic illness. 22 In Spain, data from the same period as our study also showed an increase in social inequalities when analysing obesity trends through National Health Survey data. 38 Social inequalities in health are associated with socioeconomic position through direct and indirect mechanisms linked to material circumstances, working conditions and health related behaviours. 39 40 The material circumstances of the household are mainly related to the employment status and occupation of the head of the household. Unemployment rates showed a clear social gradient in our data. The probability of being unemployed was 112% higher in the lowest occupational group compared with the most well oV. In our study, income diVerences linked to both the occupational hierarchy and the unequal distribution of unemployment between socioeconomic groups may explain health inequalities. In fact, income inequalities in the Basque Country are among the highest of Europe. 41 However, relative poverty is not the only link between health and unemployment. Unemployment also creates psychological distress and induces unhealthy behaviour. 42 Nevertheless, in our context, health related behaviours might play a minor part. As in other Southern European countries, people in lower socioeconomic positions did not smoke more and did not drink more, and despite some changes, the pattern in these risk behaviours had not reversed. 43 The eVect of bad working environment on the health of the working population, and the contribution of working conditions to explain the socioeconomic gradient has been established. 39 44-46 The larger socioeconomic inequalities observed in men according to limiting longstanding illness and occupation suggest the importance of this factor in our data. Indeed, the limiting longstanding illness indicator measures functional capacity to work. Men's greater exposure both to worse physical environment and more physically demanding jobs, and their greater participation in the labour force may be relevant to explain the inequalities in limiting longstanding illness according to occupation.
It is probable that the changes in the labour market and the emergence of the economic recession could explain the rise in social diVerences in health. During the study period there was a huge rise in precarious employment, larger than that observed in Europe. The number of flexible contracts rose from 10% in 1987 (first data available), to 28% in 1992. In addition, in 1992, a sharp increase in the unemployment rates was observed. However, income inequalities and unemployment were not larger in 1992 than in 1986. The reduction over most of the study period in both unemployment and income inequalities 41 would oVset the latter increase. 47 Thus, the role of material insecurity in the increase in health inequalities seems more relevant. 40 48 Moreover, these influences may be even more important than material circumstances, when basic living standards have been attained. 48 49 In the Basque Country, the rise in flexible employment and the onset of the economic crisis increased material insecurity. As a result, those economically less well oV would have augmented their chronic emotional stress, leading to a rise in the rates of illness. Whatever the pathway, be this direct or indirect, that linked socioeconomic situation to the health of the population, the new economic situation may have contributed to the increase in social inequalities in health.
The traditional class framework seems inadequate to explain social inequalities in health in women. To fully understand the mechanisms playing a part in social inequalities in women, both the gender diVerences in employment, and the interactions between employment and women's parental and marital roles had to be taken into account.
In the Basque Country, those in more favoured socioeconomic circumstances had better health than those less favoured and these diVerences increased over time. To explain these results, two main factors may have played a major part: the unequal distribution of income and working conditions. The worsening of the labour market during this period and the onset of a new economic recession may explain the increase in social inequalities over time. Further longitudinal studies are required to understand the contribution of working conditions and unemployment on socioeconomic inequalities in health, and the factors aVecting social inequalities in women.
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